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As the new millennium approaches | have reflected upon my approx 25 yearsin the Occupationd Hedlth and Safety profession
and | have to ask mysdf if the profession has redly progressed in that period.

Hereismy dory.

| became involved in Occupationd Hedth and Safety in1975 before it became popular and my fird red safety position was as
Assgant Safety Adviser with an open-cut mine. | was 21 years of age, shy and new to the world of mining. Approx 3 months
after | started work at the mine an employee was crushed (spind column injuries leeding to paraplegia) between the shoe and a
step protruding over the shoe of a dragline (massve piece of earthmoving equipment designed to remove the earth or
overburden from above the cod seam) One of the factors essentid to the incident was the fixed nature of the protruding step
(approx 3 years later a another mine | saw more draglines being built with the same design feature. Obvioudy the company
building the machines and the company ordering the draglines had not learnt from the incident where the employee was made a
paraplegic) The thought occurred to me a this time tha there was something fundamentaly wrong with the way safety was
being managed in the indudtry. It would not surprise me if draglines are currently being built around the world with this same
fundamentd design feature(one generd observation | have is that as a naion we do not collect and disseminate information
about incidents well and consequently do not learn as wdl as we could from them)

During my time a this particular mine an office girl was injured in a motor vehide incident driving a company car from the
nearby town to the mine-ste. She was reportedly driving very fast around a curve, it appeared she was not wearing a seat belt,
the car rolled severd times and she was catgpulted out through the windscreen .| was quickly on the scene and as | watched
her battered frame while waiting for the ambulance to arrive | fdt a strong sense of loss and fallure. She died in hospital the next
day. The girl was young, attractive, friendly and very popular. She had every thing going for her. The reasons which emerged as
to why she was driving so0 fast are quite sengtive but | have to say society and possbly the safety professon faled her. The
people who said she was doing the wrong thing and got what she deserved did not understand the basis of the problem and
contributed little towards preventing Smilar incidents

It was about this time that | redly thought about the 2 mgor approaches to safety that are to be found in most industriaised
countries-the behaviourist and the engineering approach. | have heard strong arguments for and againg each approach. There
are the behaviourigs, the extreme usudly being some employers, who take the view that if only these idiots we have got
working for us did the right thing and were more careful we would not have accidents. These people can tend to blame the
worker without looking carefully at the equipment the workers uses and the environment in which it is used. They do not
congder theimpact equipment, environment and systems of work have on behaviour. | have investigated a number of incidents
and initidly have been astounded by the behaviours that contributed to the incident (blaming people for their past actions is
usudly not a good way to achieve positive change for the future) In a number of cases however | have found gpproaching the
invedtigation with an open mind has led to identifying a number of non-behavioura factors that can be used to pogtivey
influence change for the future. There have been a considerably lesser number of incidents where | have had to conclude the
person’ s behaviour was the mgor essentia factor in the incident and that behaviour change is the only remedy. There may be
cases where it seems counsdlling and disaiplining for doing the wrong thing are the best way of achieving postive change for the
future (1 just urge a thorough investigation and advise not to approach it with the view of only finding fault). The Nationd Safety
Coundil’ s “ Safe Behaviour Involvement” programme is probably the most wel known behaviour-based safety programme in
Audrdiaat the moment (these programmes are prominent in the United States but | have had problems sorting out the rhetoric
from the fact in reports | have read about the success of their implementation inthe U.S.A.) | remember taking to a foreman a
one location | worked at about his experiences as an infantry soldier in Vietnam, he maintained what kept him dive in a very
hogtile environment was that fact he was switched-on, careful dl the time and remembered histraining. His comments convinced
methereisalot to be said for a behavioura approach to safety. Implementing a well-structured Safety programme and creeting
an expectation of safe behaviour can have Sgnificant effects (refer to the paper “What Makes a Safety Programme Hy” by this



author for advice on the necessary ingredients for a successful safety programme). Some Occupationa Hedth and Safety
professonas whose opinion | respect have told me Dupont behaviour-based approaches to safety have some merit, | cannot
commet as | have not experienced them. Perhaps someone out there could hdp me out with information about
behaviour-based approaches to sdfety in Audrdia?

At the other end of the spectrum are the enginearing approach adherents, the extreme being seen in some union officids. They
may tend to blame the employer at dl cost and ignore the redlity that the employee must take a duty of care for himsdf and
others around him. They expect the employer to spend thousands of dollars on extreme safety arrangements when a bit of
respongbility can be a solution. One counter-argument to the engineering approach | had presented to me was that if you make
mogt things safe by engineering controls, you encourage the worker not to think about his work and you make it more likdy he
will come to grief eventudly. My experience in Occupationd Hedth and Safety has lead me to believe the engineering
approach was not used enough in the companies | worked for, there are so many cases where making positive engineering
changes (putting a non-dip coating on a smooth sted-trowelled concrete wakway) are so much more reiable than truck loads
of exhorting people to be careful(wak dowly on that concrete when it is wet from rain) The good thing about engineering
controls is they do not come to work tired, sck, hungover, drunk, stoned, physcaly and mentdly unsuited to their work,
unmoativated, distracted by persona problems, untrained or for some other reason not redly thinking.

Both the enginesring and behaviourd approaches have their strengths and weaknesses, the wise manager uses the strengths of
each without succoming to the weaknesses. Keep in your mind the am of our safety efforts is positive change for the future.

My next safety pogtion was as Safety Adviser with another mine. During my time at this mine an eectrician received serious
burns (18 months off work) after a 415 volt eectrica exploson. The consensus of opinion around the mine was that he had
done the wrong thing and this was the cause of the incident. Subsequent investigations reveded, yes, he had done the wrong
thing, but there were dearly good reasons why he did what he did. My view &fter | redly understood what had happened, was
that he was injured because of an ingppropriate design feature of the switchboard he was working on. After this incident the
mine engaged Geoff McDondd to lead a Criticad Incident Recall process that extended over some 6 months in the dectricd
department (critica incident recdl is a structured process where information about critical incidents or near-misses are surfaced
and used as a basis for safety change). | have been to the courses on safety (induding those a universities), attended the safety
conferences and seminars, watched the videos, read the books widdy and lisened to the so-called safety gurus from overseas
(internd to the companies | have worked for and those externd) Nothing has impressed me as much as the work Geoff
McDondd did with criticd incident recdl. | have written on this subject for the Safety Indtitute of Audtrdia journd and speak
about it at conferences when | get a chance. To my mind you are faling as an Occupationa Hedth and Safety professond if
you are not uang a properly structured programme of criticd incident recdl (refer to the paper "Practical Application of the
Criticd Incident Recdl Technique’ by this author).

Another notable, but tragic event occurred during my time at this mine. The union mine picnic was held in town and after heavy
ran a group of children were amusing themsalves by diving into ssormwater drains and riding through the underground water
pipes. One child was too hig for the pipe and was trapped underwater and drowned. The loca mines rescue squads were
cdled out to assigt and in the retrievd of the child’s body an assgtant in the process dso died. Mysdf and approx 5 other
people were standing in roughly a foot of muddy water adjacent to the person who died and we were lucky not to end up with
the same fate. We nearly had multiple fatdities due to circumstances largely unforeseesble and out of control of the people on
the scene a the time. 2 lives were logt due to basic faluresin safety.

My next safety podition was with an employer organisation. All | will say is that it is a pity indudrid relaions practitioners are
involved in Occupationd Hedth and Safety decison meking, indudrid reaions imperaives and Occupational Hedth and
Safety ones are often not compatible.

From this postion | moved to a corporate head office postion with a mgor Audrdian employer. One of the highlights of this
role was working with a very safety committed operations manager. | conducted a series of safety audits with this manager and
was redly impressed that this one Sngle individud, in a senior management position with a strong safety agenda, could make
such a difference (unfortunately managers like thiswho are willing to redly drive safety and create expectations of a high leve
of safety performance with managers and subordinates are rare-safety is redly an area where you get the performance you
demondtrate you expect)Another highlight of this period was the introduction of 18 internd standards of Occupationa Hedlth
and Safety excdlence talored to the organisations safety needs (standards included those for vigtor safety, contractor safety,



compliance with dtatute law, use of persona protective equipment, management commitment, hazard identification/risk
assessment, safe working procedures, loss prevention & control, employee involvement, emergency procedures, accident
investigation, education/communication, ingpections, hedlth & fitness, injury management). The standards were introduced and a
comprehensve auditing document was produced to ad annua “Executive Safety Audits’ a each dte. To my mind this
approach was a red turning point for safety in the company and the fact that Sites knew they were to be audited agang the
standards regularly placed a strong focus on safety. | was so impressed with this gpproach that | currently recommend a Smilar
approach.
In this period the company introduced a detailed competency-based approach to training which had implications for how a
range of operational, .maintenance and supervisory tasks were undertaken (safety was an integra component of the training). |
beieve the
approach is a vast improvement on traditional methods of safety training (it is backed by sound research into preferred modes
of learning by adults) A comprehensive traning needs andyds was undertaken and the outcome was a series of self-paced
training modules the learner could complete aided by reference to content experts in the workplace. The modules reflected
redidic scenarios in the workplace and involved problem-solving of authentic taskg(the problem-solving, aided by content
expertsif necessary was the basis of the learning). A powerful effort was made to relate the learning to redidic requirements in
everyday work. Another traning initigtive | thought worked wel was a 4 hour Hazard Identification & Control / .Risk
Assessment course. Participants were introduced to a range of hazard types, encouraged to practicdly identify hazards in a
typicd workplace, introduced to a smple method of risk assessment usng probability, consequence and exposure, practiced
the smple method of risk assessment on typicd workplace tasks and gpplied a hierarchy of controls to typicd risks. The
training was very practica and participants were issued with a laminated , pocket-sized card outlining the methods. At the end
of the training participants had basic sillsin identifying hazards, assessing risk and gpplying controls to typica risks (these kills
seem necessary for employees to be able to work safdy- | have a strong impresson participants thought more about the
potentid hazards of their work after this training) Some stes were so impressed with this training that they ensured the whole
workforce participated.
During my timein this role a taxonomy of persona damage was produced for the industry. | am astounded the industry did not
use this powerful tool moreinit’s accident prevention efforts.
Ancther initigtive | lived through was the introduction of a packaged safety management systlem. My experience suggedts to me
that organisations should not believe these packaged systems are the Sngle and dl-indusive answer to ther safety prayers. They
have a place but should be regarded as an adjunct to and not a replacement for a Safety Management System targeted to the
red needs of the organisation (refer to Audrdian Standard 4804 for a basic introduction to how to develop a SAfety
Management System), Hazard Management Plans that identify the hazards in the organisation, their causes and the controls and
internd standards of Occupationa Hedth and Safety excdlence tailored to the organisation. These packaged systems can have
a place if managed properly. Managed improperly they can cost consderable time, effort and expense with little red return.
They do however serve as a useful checklig for things to consider for their relevance to your safety programme.
1994 saw another mining disaster a& an Audrdian mine with 11 men being killed. Occupational Hedth and Sefety
professonds and those with generd management respongbilities are urged to obtain a copy of the Wardens Enquiry into the
disadter, it is a chilling tale of how individuas got it wrong in safety, the report has a number of vauable messages for those
interested in safety management in any industry and emphasises the need for both engineering and behaviourd change. The
particular disaster that occurred in 1994 has been a red turning point for safety in the Audrdian mining industry and safety is
now strongly on the corporate agenda of most mining companies.

Since leaving the employ of mining companies | have been an interna and externad Occupationa Hedth and Safety  consultant

to a number of companies in a number of indudries. | have learnt alot in this period, experienced a number of successes and

experienced an amount of frugtration. Some of the frugtration’s | have experienced include-

? Themgor employer who did not have copies of safety legidation on Ste. It was explained to me that as they did not have
the legidation on Site they did not know about it and thus had good excuses for not doing it.

? Thetraning provider who conducted an Occupationad Hedth and Safety auditors course (a very practicad subject) entirdy
in a class room with no practicd component. My dudies towards a Bachdor of Education(Adult & Workplace
Education),past experience conducting safety traning programmes and atending safety training programmes mysdf has left
me with the impression that a considerable amount of safety education is undertaken without reference to modern adult
leerning principles. Interactive approaches and “learning by doing” are particularly appropriate with adults (refer to the paper




" Adult Learning Principles and Process’ by this author)

? The company that asked meto develop a Safety Management Plan for them and then had cold feet when they redlised | was
actudly committing them to do something about safety.

? | have had a number of occasions when | have spoken to managers about how safety is managed in thair fadility and Ieft the
top office with awarm inner-glow after the managers tdling me what a greet job they do on safety. | have then examined the
implementation of the safety programme in the red world and gained a vadlly different perspective. Fancy professondly
printed safety policies and procedures, incorporated in the Quaity Assurance sysem and found in the supervisor and
managers office do not impress me, what happens where the action happens is the red test of the safety programme (The
best time to assess the adequacy of a safety programme can be a Monday morning , for outside work it helpsiif it is pouring
down raindam is a good time as people are not redly dert then, there is little supervison and shift workers are recovering
from the weekend) Safety audits should identify what happens when norma support mechaniams are absent and the
pressure ison to perform.

A recent project | thought had very pogtive benfits to the company involved was while | was working as an externd

Occupationd Hedth and Safety consultant and involved developing hazard management plans for an underground cod

mine(underground coa mining can be a very hazardous operation and as such detailed plans are necessary for management of

principd hazards - in the scope of this work a principd hazard was one with the potentid to result in one or more fatdities) A

risk management approach was taken where principd hazards were identified in each of the discrete business activities of the

dient company. By udng a cross-sectional dice of the workforce in group meetings causes of hazards were identified and
recorded on fault-trees Exiding and desired controls were identified for each cause. For principa hazards it is suggested one
should have at least 1 control in each box of the 9 box modd (the 9 box modd was developed by the Audrdian risk

management consultancy company A.C.I.R.L.).

9BOX MODEL FOR CONTROLS
Prevention Monitoring Contingency

Eqpt./Engineering

Procedures

SkillsCompetencies

With reference to the 9 box modd a study into safety management in one company | was associated with reveded they had a
lot of prevention controls and the contingency controls (emergency communications procedures, trained rescue-squad
members, nice trucks with flashing red lights, lots of first-aid boxes etc) were wel developed. Where the company fdl down
was on monitoring their prevention controls to ensure they were aways effective, there is probably a message for a lot of
companiesin this study.

Once exiding controls are identified we need to audit them to assess if they are redly effective and working in the red world.
New controls have to be implemented. Persons responsible for the controls have to be identified (you need to consider what
happens when the person responsible for the contral is absent from Site) Identifying if those responsible for the controls have the
required competenciesis an important part of the process as is the follow-up training. The approach that was undertaken was a
rigorous one, more complex than outlined briefly here and took a considerable period of time to implement. The company
ended up deciding it was necessary to have approx 1600 controls in place and working properly for effective management of
principa hazardg(this emphasises the complex nature of managing safety in a high risk environment) The process used is
rdaivey sample but thorough and can be gpplied to any high risk indugtry not jus mining (refer to the paper “The Hazard
Management Process’ by this author).

In the early 1980’ s attended the Graduate Diplomain Occupationa Hazard Management course a Bdlara univeraty and fdt
this helped mein my role as a mine-gte Safety Adviser. In 1997 my wife completed a post-graduate Occupational Hedth and
Safety qudification. In reviewing her assgnments, answering her questions and reeding her text- books | formed the impression
that the course had not redly moved on from my days at Bdlara. | have some doubts post-graduate Occupational Hedth and
Safety education at univergties redly equips the graduate to perform wel in what can be an extremely demanding role. Detailed
training on how to establish a safety management system seems to be a difficult area for traning organisations to come to grips
with. When one accesses the Internet and sees how wdl developed Occupationd Hedth and Safety  educationv/training is in



meany overseas countries one is tempted to believe Audrdia is lagging behind(the Canadian Centre for Occupationd Hedth &
Safety, Ontario Indudtria Accident Prevention Foundation and the United Kingdom Indtitute of Occupationd Safety & Hedth
are web-sites worth vidting). Based on my experience in the fidd | take the view that we do not have a very organised
approach to Occupationd Hedth and Safety in Audrdia and that our training for managers and Occupationa Hedth and
Safety professionds is partly responsible. My studies in Adult and Workplace Education have reveded a sound theoretical
basis to the profession and | would suggest that a sound theoretica basisis absent with the way the safety part of Occupationd
Hedth and Safety istaught in Audrdia

S0 in 1999 what ismy opinion of how far the Occupational Hedth and Safety profession has progressed inthe last 25 years.?
There was a serious incident a a Qld. mine recently where an employee was caught in part of underground mining equipment
and hislegs had to be amputated to free him. My wife has a caring, intdligent femae friend who made the comment to us that
according to the paper the incident was the individuds fault. | am not familiar with the particular incident so can not comment on

factors essentid to the occurrence. As a safety professiona | was tempted to remongtrate with her and explain the redities of
an employers common law duties and how an incident is a complex mixture of person, machine and environment factors and
thet thereis likdy to be a lot more to the incident than Smply saying it was the individuds fault. | thought better of it as thisis
redly a societd problem. This comment of our friend said to me that the sefety profession in Audrdiaredly had not made many
gansinthe last 25 years.

An esimate of the cost of workplace accidents and disease in Audrdia that sticks in my mind is one from Worksafe Audrdia

where they estimated the cost as aminimum of $27 Billion annudly (other than the people who are serioudy hurt and the safety

professonas who redly knows or cares about the incidence of workplace accidents and disease in Audrdia?)

Some of the problems | currently see with Occupational Hedth and Safety in Audtrdia indude these-

? There is only hdf-hearted leadership from government , unions and many companies with regard to safety. Admitting to
being a cynic | suggest the rhetoric is not dways accompanied by action. | suppose it is naive to think the tripartite partners
can put asde ther indudtrid and political agenda when discussing safety.

? The media emphasises persond fault in news releases about incidents and does not consider design and system issues that
contribute to incidents.

? We do not have a centrdised, congstent method of reporting and recording incident and disease daigtics. How can we
examine the beast and learn from it if we do not record and report it in a condstent manner?

? In busness vast amounts of money can be spent on safety without redly defining desired outcomes (I am not doubting
peoples maotives however, just their effectiveness)

? Government, unions and many companies treat safety as a second priority and indudtrid relations imperititives dominate.

? The standard of Occupationd Hedth and Safety practitioner may not be as high as it could be. In Qld the basic
requirement to become a quaified Workplace Hedth Safety Officer is 2 courses of a tota duration of some 2 weeks. It is
difficult to think we can have a truly professona approach to Occupationd Hedth and Safety with a practitioner who has
only received 2 weeks training (mogt of this training is on the particular Sates safety legidation and there is little on modern
safety management techniques).Managing Occupationd Hedth and Safety  successfully is very complex and companies
redly need professond, high qudity advice to assigt them if we are going to advance. | see some advantages in a
government accredited safety officer course but it runs the risk that employers only look for this qudification when employing
safety gaff. That isnot to say that committed people with just this qudification and operating within thelr limitations can not
have some effect.

? The messages of past incidents are not utilised enough in safety decision meking. For this to happen past incident informetion
has to be collected ,presented and organised in a useable manner.

? ThelLog Time Injury Frequency Rate predominates discussions about safety performance. How can a company be proud
of a decrease of L.T.I.F.R. from 60 to 10 if there have been 2 fadities and 1 case of pargplegia amongs the logt time
injuries? The L.T.I.F.R. trividises serious persond damage and is a totaly ingppropriate measure of safety performance.
When | worked in the mining industry we used postive measures of how much coa we mined, the cubic metres of
overburden the draglines had moved, the number of haultruck tyres fitted in a certain time period and the amount of product
cod that went through the washplant. Putting measures on our falures such as reporting accident atistics instead of our
successes dway's seemed counter-productive. With a bit of thought companies can devise positive measures of what is being
done to improve safety and this seems more appropriate to me than counting accidents. L.T.I.F.R.. is an outcome measure



not a measure of what the company is doing to improve safety performance.

My grandmother used to say “Look after the pence and the pounds will look after themsdlves’ In the world of traditiond safety
there seems to be amilar thinking that if you prevent minor damage you will automaticaly prevent mgor damage. Accident ratio
dudies (indging on set ratios between near misses, minor accidents and serious accidents) are prominent and accepted
unthinkingly. The result is a furious effort to diminae logt time injuries in the belief that mgor incidents will be diminated in the
process. Certainly there are minor incidents that have the potentiad to result in more extensive damage( and we should learn
from them) ,but persond experience tdls me the mgority of minor damage incidents do not have this potentid. It is a matter of
looking at the energy that was available to be exchanged in the incident . The concept that preventing the minor incidents will
automaticaly prevent the mgor ones seems to me to be fundamentaly flaved. All organisations have limited resources to
devote to sdfety, it seems more efficient to prevent one incident resulting in pargplegia than to prevent 20 incidents where
people have a couple of days off work (some will say this comment is heresy) Somewhere in the push to reduce L.T.I's ,reduce
the L.T.l.F.R. and consequently achieve good raingsin safety programme audits the focus on serious personal damage tends
to be logt. | know of companies that have made greet reductionsin L.T.I.F.R. yet they are dill serioudy injuring their people.
“Systems Safety” as opposed to traditiona safety is used by companies more successful in safety and the focus is on the high
risk end of the spectrum.

A method of dassfying persond damage that seems appropriate is the following-

CLASS 1-Damage that permanently dters a persons life g death, pargplegia, amputation of a leg, severe psychologicd
damage.

CLASS 2- Damage that temporarily dters a persons life eg fractured leg that repairs with no lagting impediment ,deep
laceration that has no underlying tissue damage and repairs without sgnificant scarring

CLASS 3 Inconveniences a persons life

The report of the Industry Commission(1) 1995 indicates that safety in Audrdia is fundamentaly a class 1 problem (87% of
occurrences were class 2 with18% of cost,13% of occurrences were class 1 with 82% of cost) This report further strengthens
the argument that instead of concentrating on reducing L.T.I.F.R. we should be focusng on Class 1 damage reduction. Class 1
incdents have more energy available to be exchanged than the usud Lost Time Injury and thus require a different preventative
approach. Methods of class 1 damage reduction can be found in the paper” Change For The Future-Not Blame For The Past”
G.L.McDondd (2)

The message about class 1 damage reduction has yet to Snk in to many peoples minds

In my view Occupationd Hedth and Safety in Audrdia has made some gansin the last 25 years but when one compares
these gains with advances in other spheres of industry and overseas approaches to the function, | would suggest Occupationa
Hedth and Safety in Audtrdia does not compare favourably.
| welcome your comments.(anyone wishing copies of the papers mentioned or wishing to comment direct to me can reach me
on g_robotham@one.net.au)
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